A recent leading article in the British Medical 7ournoi (1967) discussed the special arrangements needed for the management of psychological problems among university students. It also contained the following comment about their physical health:
" He I the student of 30 years ago] suffered from influenza, the occasional inflamed appendix, and athletic injuries... The incidence of these physical maladies has altered little." In other words, students are to be regarded as a comparatively healthy group exempt from serious illness or disability. How true is this ?
Reference has been made to the prevalence of chronic illness and to the special problems of handicapped students who, as a result of a more enlightened educational approach, are reaching university in increasing numbers (Grant, 1960) . In a report of the Expert Committee on University Health Services (W.H.O., 1966) the suggestion is made that, in fact, a " wide range of acute and chronic medical and surgical disorders is seen." A brief study of the reasons for admission to hospital among students attending the University of Newcastle upon Tyne during a three-year period (September 1963 to August 1966 certainly lends support to this view.
Sources and Nature of Information
Shortly after its inception in 1963 arrangements were made for the university health service to be notified of the admission of students to the main teaching hospital in the area. Initial information about admission to other hospitals was obtained from medical certificates accounting for absence from studies, copies of which were sent to the health service by the university administration. Information came also from tutors and the wardens of halls of residence who were concerned about the implications of absence through illness or injury, which in some instances had occasioned admission to hospital either in the student's home town or elsewhere.
Clinical information was obtained in a number of ways. As the period covered by the inquiry progressed, an increasing number of students were registered with the university health service general practice, and reports about hospital admismions among them were received in the usual way, but in a number of instances follow-up (Kidd, 1965 ; Maclay, 1967 (Paget, 169) given at the foot of the Table. This refers only to deaths Hospital Admissions among Students-Grant ,", occurring while in statu pupillari, and the contribution of trauma-that is, road traffic accidents-to mortality in this age group is underlined. In some instances the student was dead on arrival at hospital, and these ought strictly, perhaps, to have been excluded from the total of hospital admissions, but the picture would have been incomplete without them. Two students were "found dead" in circumstances which aroused suspicion of suicide-a surprisingly small number bearing in mind the size of the population at risk over a three-year period and experience at other universities (Rook, 1959) .
Conclusion
The report of the W.H.O. Expert Committee and a report of the Royal College of Physicians (1966) both recommended that university health services should provide their own accommodation, preferably centralized, for the treatment of certain categories of sickness among students. This is not the place for a description of how such accommodation might best be organized or of the undoubted advantages it confers. It will suffice to say that in common with a number of universities this service is now being developed at Newcastle upon Tyne, and some cases which might formerly have been admitted to hospital will in future be admitted to it.
This note should not, of course, be thought to reflect the scope and volume of clinical and preventive work in a comprehensive university health department the facilities of which are extended, in one form or another, to all members of the university community. It is clearly incomplete even as a prevalence study of morbidity among students. But if it does nothing else, at least it should dispose of the notion, still evidently held in some quarters, that-psychological disorders apart-a description of illness among students is adequately covered by " influenza, the occasional inflamed appendix, and athletic injuries" and that students are seldom really ill at alL This work, part of a larger study into the implications of morbidity among university students, was supported in part by a grant from the Nuffield Provincial Hospitals Trust. mnent of nocturnal enuresis, as described by Gillison and Skinner (1958) , are in widespread use. The first aim in designing a new one was to minimize the risk of "buzzer ulcers," which were investigated by Borrie and Fenton (1966) . The opportunity was taken to make the unit not only safer but also more reliable and more easily used and maintained than types employing relays, bells, or buzzers. Since high-quality silicon transistors now cost only two or three shillings, the cost of construction is only slightly increased.
Operation of the alarm.has been made as simple as possible. As in earlier systems, a pad with two isolated electrodes is placed under the bottom sheet in the patient's bed and connected by a length of flex to a jack nhicr_. Piichinrv t'hp iad nhlly into its socket closes the switch, and the alarm is then ready for use. When the alarm is triggered by urine reaching the pad the loudspeaker wakes the patient with a steady note. This is switched off by simply unplugging the pad, and the alarm is again ready for use as soon as a dry pad is plugged in. The unit is powered by four pen-torch cells, which are sufficient for several months' use. In answer to a letter in the British Medical 7ournal (Terry, 1966) 16 inquiries were received from doctors interested in trying out the new alarm. Nineteen alarms were built and sent out, with forms on which the user was asked to record each day whether the bed had been wet in the night and if the alarm had functioned correctly. Records of 40 months' use of alarms have so far been received, and as a result of the favourable reports by doctors and patients the alarm is being produced commercially.* The unit is shown in Fig. 1 and the circuit diagram in Fig. 2 . For those interested in electronics, TR I and TR 2 act as a switch, which responds to a current through the pad of about 400 microamps. With TR 1 and 2 conducting, TR 3 and 4 act as an emittercoupled astable multivibrator. TR 5 and 6 merely amplify the square wave so produced, and drive the loudspeaker. Two safety features are included. R 1 ensures that, even if p fault occurs elsewhere in the circuit, the current through the pad cannot exceed 1 milliamp. The diode, D, provides the further safeguard that once the alarm has been triggered the potential across the pad cannot exceed 1 volt. To avoid false alarms when switching on it may be necessary to add a capacitor, similar to C 1 and C 2, between the base and emitter of TR 2.
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